. CAT scan of pelvis showing chondrosarcoma involving outer table of left iliac bone and invading the soft tissues.
Case presented to Clinical Section, 8 February 1980. Accepted 2 April 1980 0141-0768/80/090669-03/$01.00/0 3000 rad was administered to the left buttock and pelvis.
She was admitted on 5 July 1979. The only abnormalities on examination were a scar on her left breast, following excision of a benign lump in 1971, blood pressure 200/120, and a hard 8 x 10 cm lump in the left buttock with slight wasting of the quadriceps on the same side. All routine investigations were within normal limits.
A partial resection of the left ilium was performed on 9 July 1979 ( Figure 2 ). An oblique incision was made in the left iliac fossa and extended superiorly and posteriorly over the ilium into the left buttock excising the previous biopsy scar. The iliolumbar vessels and left internal iliac vessels were ligated and divided as a first manoeuvre. After dividing the muscles and demonstrating the sciatic nerve, the ilium was divided from the sciatic notch to just below the anterior inferior iliac spine, and the sacrum just medial to the sacroiliac joint. The defect was not bridged and two large suction drains were inserted prior to closure.
Histologically, the tumour was confirmed to be a poorly differentiated chondrosarcoma with adequate tissue clearance. Postoperatively skeletal traction was maintained for six weeks. The wound healed well though there was a persistent leak from one of the drain sites which was infected. This cleared with a course of co-trimoxazole. She was then mobilized and transferred back to Portsmouth for rehabilitation.
Six months postoperatively she was walking with the use of one stick and a built-up shoe. The amount of shortening was 4 cm and she had no instability of the pelvis.
Discussion
Chondrosarcomas account for 7.6% of all malignant bone tumours and the prognosis is good following complete resection. If this can be performed with preservation of the limb in cases of chondrosarcoma of the pelvis, the patient will then be spared the problems of hindquarter prosthesis and have a more effective gait than an appliance can provide; additionally, the social stigmata that the absence of a hemipelvis and lower extremity imposes are avoided.
Diagnostic procedures must define the extent of the lesion. They should include plasma electrophoresis and bone marrow biopsy to identify tumours of haemopoetic origin. A skeletal survey, chest Xray and isotope scans should be obtained to discover any spread and help define the limits of Computerized axial tomography is currently the single most effective diagnostic procedure available for defining the extent of the tumour both within the bone and in the soft tissue surrounding it. Arteriography and venography as well as barium studies and an intravenous urogram will provide further evidence of encroachment of the mass in the organs in the pelvis. The advisability of tissue diagnosis as a separate procedure before performing definitive surgery is open to question. Possibly a Trucut needle biopsy would be preferable to open biopsy. The patient described was referred with a biopsy diagnosis so it was thought important to excise the scar and underlying muscle. She was considered suitable for local excision as there was no evidence of metastases and the anatomical location permitted an adequate procedure.
The results of conservative surgery for chondrosarcoma of the pelvis should be considered in terms of immediate goals ofthe surgical procedure; control of the disease; and function. Enneking & Dunham (1978) reported that 24 out of 32 patients who had non-amputative procedures were considered adequate at the time of the procedure. They had 9 local recurrences, 8 occurring in those patients whose procedures had been judged to be inadequate. Their functional results were assessed in terms of shortening, pain, stability, motion at the trunk-limb junction, and sciatic and femoral nerve function. The degree of shortening varied depending on the amount of bone removed and the type of reconstruction. The average shortening in their series was 5 cm. Their complications were comparable to those after any major pelvic procedure. The major complications in their 32 patients were delayed healing in 4 and deep infection in 3.
Wide excision and radical resection ofmalignant lesions involving the innominate bone are acceptable methods of treating selected tumours (Enneking 1966 , Erikson & Hjelmstedt 1976 . They avoid hemipelvectomy with its concomitant functional and psychological disability and are not followed by a higher incidence of recurrence or metastases (Simon & Enneking 1976) .
The patient reported here has been spared the mutilating operation of hindquarter amputation without prejudice to an adequate clearance. Computerized axial tomography was most effective in demonstrating the lesion suitable for local resection. Obviously, longer follow up is needed but, for the present, the immediate goals of surgery have been fulfilled in that clearance has been shown to be adequate, and the functional result is very acceptable to the patient. Case report A 24-year-old warehouseman was admitted with a one day history of breathlessness, wheeze and cough productive of blood-stained sputum. He gave a 5-year history of asthma. This had been treated with regular oral bronchodilator drugs. Skin tests to common allergens were negative. He smoked 5 cigarettes per day and drank sparingly. On admission the patient was distressed and aggressive. He was pyrexial, temperature 37.5°C. The patient was not cyanosed but had laboured respiration at a rate of 40 per minute. There were coarse rhonchi in all areas with widespread coarse crepitations in both lower zones. Examination of the cardiovascular system showed a pulse rate of 120 per minute and blood pressure of 120/80. The rest of the examination appeared normal. Chest Xray showed bilateral fluffy shadowing in the midzones.
A diagnosis of bronchopneumonia complicating asthma was made. Initial treatment was with benzylpenicillin, ampicillin, salbutamol by aerosol and aminophylline suppositories.
The next day he was more aggressive and confused. Investigations included: blood gas analysis -pH 7.37, Pa,o2 8.44 kPa, Pa,co2 3.3 kPa; buffer base 38 mmol/l; standard bicarbonate 17 mmol/l; base excess 9 mmol/l; haemoglobin 14.5 g/dl; WBC 20 x 109/l, 76% neutrophils. ESR was 6 mm in the first hour. Sputum culture showed a heavy growth of beta-haemolytic streptococci, not of Group A, sensitive to penicillin. Blood cultures were sterile. Blood urea was 7.3 mmol/l, creatinine 117 mmol/l; electrolytes were normal.
Two days after admission information was obtained that the patient had had the regular habit for several years of 'sniffing' a proprietary shoe cleaning solvent. The patient's locker was searched and a bottle of the cleaner was found and removed.
The patient's general condition deteriorated with increasing heart failure; chest X-rays showed progressive enlargement of the heart with pulmonary oedema. Despite digitalization, diuretic therapy and oxygen, he became increasingly cyanosed and on the fifth day of admission had developed an apical pansystolic murmur.
ECG showed sinus rhythm with low voltage complexes, widespread T wave flattening, Q waves in VI-V3, faulty progression of R waves in the chest leads and biphasic P wave with a secondary negative deflection in V1. Cardiac enzymes were as follows: creatinine phosphokinase (CK) 3637 iu/l (normal 160), hydroxybutyrate dehydrogenase (HBD) 2675 iu/l (normal 500) and aspartate transaminase (AST) 7728 iu/l (normal 55). One week later these were CK 8157 iu/l, HBD 3242 iu/l and AST 421 iu/l. The deterioration continued. Jaundice and acute renal failure developed 14 days after admission. Despite intensive measures, including ventilation Akt i Figure 1 . Histology of the endocardium and myocardium. A, thickened endocardium (on right) showing smooth muscle fibre proliferation; the myocardium is oedematous and the muscle fibres vary in size. B, hypertrophied myocardial fibres with interstitial oedema. (HE x 105) I Accepted 9 May 1980 2 Present address: Middlesex Hospital, London W Reprint requests to PLW, Whipps Cross Hospital, London ElII 0141-0768/80/090671-02/$O01.00/0 (© 1980 The Royal Society of Medicine
